INTRODUCTION
According to the World Health Organization, the world's first and second highest causes of mortality in 2016 were coronary artery disease (CAD) and stroke. Because both diseases result from preexisting atherosclerosis that remains asymptomatic over a long period of time, 1 it is difficult to prevent the first cardiovascular event. Carotid artery stenosis (CAS) is a common cause of stroke and can easily be assessed by readily available tests. A number of previous studies have demonstrated a correlation between CAD and CAS, as they share similar risk factors. 2, 3 Thus, it is important to identify the risk for CAS or stroke in patients with CAD.
There are several ways to detect CAS, including ultrasound of carotid intima media thickness, computed tomography (CT), or catheter angiography. Compared to ultrasound and CT, catheter angiography results in an excellent image and provides additional anatomical details, including the percentage of stenosis, the location of the bifurcation in relation to the angle of the jaw, the extent of plaque, and the status of contralateral carotid and collateral flow. lence and predictors of asymptomatic CAS detected by carotid angiography and evaluated the impact of concomitant CAS on prognosis for patients undergoing coronary angiography (CAG) because of angina.
MATERIALS AND METHODS

Patents
Between January 2013 and July 2015, a total of 395 patients who underwent carotid digital subtraction angiography (DSA) to screen for CAS during CAG at Sanggye Paik Hospital in Seoul, South Korea were analyzed. The cohort comprised consecutive patients who underwent CAG by two of five interventionists during the period, and this accounted for 30% of all patients in the center during the period. All patients underwent CAG because of stable angina, unstable angina, or myocardial infarction.
Procedure to obtain DSA images
In case of a trans-right radial artery approach, after diagnostic angiography of the left coronary artery with a 4 Fr Judkins left catheter, we located the tip of the catheter at the ostium of the left common carotid artery. DSA projection was performed at a left anterior oblique angle of 60°. A right carotid angiogram was performed using a 4 Fr Judkins right catheter at a right anterior oblique angle of 60°. A total of 12 cc contrast was used on a shot of 6 cc. We used a Judkin right catheter only when we applied a left radial approach and both femoral approaches.
Assessment of stenosis
We evaluated the degree of stenosis of the carotid artery using the North American Symptomatic Carotid Endarterectomy Trial (NASCET) method, which compares stenosis to the distal normal post-stenotic internal carotid artery diameter. 5 The presence of significant CAS was defined as ≥50% stenosis on the DSA image. Maximum stenosis was defined as the greatest stenosis observed in the common carotid artery and bifurcation of the internal carotid artery, and the severity of CAS was classified as 1) moderate stenosis (<70%) or 2) severe stenosis (≥70%). If carotid artery angiography showed ≥50% stenosis, we performed another angiography at other angle for accurate evaluation. CAD was defined as angiographically significant stenosis (≥50%) of the coronary arteries, and the severity of CAD was classified as minimal and one-, two-, or three-vessel disease.
Follow up
The major adverse cardiac and cerebrovascular event (MAC-CE) rate was compared between patients with and without CAS. MACCE included a composite of cardiac death, cerebrovascular death, acute myocardial infarction, and stroke during the follow-up period. If the patient had multiple events, we included the first event in MACCE. The secondary endpoint was major adverse cardiac events (MACE), which included cardiac death, myocardial infarction, and target vessel revascularization (TVR).
Statistical analyses
The Statistical Package of Social Science for Window, release 25.0 (IBM Corp., Armonk, NY, USA) was used for all statistical analyses. The t test was used to compare continuous variables, and the chi-square test was used to compare frequency variables. Logistic regression analyses were used to analyze the independent factors of CAS, and Cox proportional analyses were used to evaluate the prognostic factors of MACCEs. In all analyses, a p value <0.05 was considered significant.
RESULTS
From January 2013 to July 2015, a total of 395 patients were enrolled in this study, and the mean follow-up duration was 23 months. Baseline characteristics according to the presence of CAS are shown in Table 1 . Significant CAS was observed in 101 patients (25.5%). CAS was more common in males and older adults. There were no significant differences according to disease presentation, although multi-vessel disease was significantly more frequent in patients with CAS. Patients with CAS were more likely to have an underlying disease, such as hypertension and diabetes, and to undergo coronary artery bypass surgery. Laboratory findings showed higher high-sensitivity C-reactive protein (hs-CRP) and lower high-density lipoprotein cholesterol (HDL-C) levels in the CAS group than in the non-CAS group.
More than half of patients with CAS have multi-vessel disease, and CAS was confirmed in more than half of all patients with three-vessel disease in this study (Fig. 1) . MACCE occurred in 14% of patients in the CAS group (Table 2) . Although MACE was also more prevalent in the CAS group, it was not statistically significant. In univariate analysis, factors affecting the presence of CAS were age, male sex, the presence of hypertension, diabetes, and multi-vessel disease. Significance was maintained in multivariate analysis ( Table 3) .
As shown in Table 4 , CAS and multi-vessel disease were independent factors associated with MACCEs [hazard ratio (HR) 2.47, 95% confidence interval (CI) 1.16-5.24, p value 0.018; HR 3.34, 95% CI 1.41-7.56, p value 0.007, respectively]. KaplanMeier curves for the 3-year follow-up period also showed statistically significant differences in outcomes depending on the presence or absence of CAS (Fig. 2) .
DISCUSSION
The prevalence of CAS in patients with CAD was 25.5% in our study. This prevalence is not significantly different from the 19.6% reported by carotid ultrasound in CAD patients in Japan. 6 Asymptomatic CAS was found in up to 50% of patients with multi-vessel disease and was more prevalent in patients with an underlying disease, including hypertension, diabetes, and chronic kidney disease (CKD). In addition, the presence of CAS was associated with a 2.47-fold higher risk for MACCEs after adjusting for several well-known risk factors, including age, hypertension, and CKD.
CAS causes approximately 10-20% of strokes, 4 and early detection of CAS is important for stroke prevention. Moreover, there have been reports that the incidence of CAS increases with CAD. Jeevarethinam, et al. 7 reported that carotid plaque and carotid intima-media thickness assessed by ultrasound are associated with CAD. Cappelletti, et al. 8 showed a relationship between significant carotid disease and CAD severity. Cohen, et al. 2 indicated that carotid disease is associated with CAD, as assessed via CT angiograms. Considering these studies, it is important to confirm the presence of CAS in patients with CAD. However, most previous studies have used carotid ultrasound to detect CAS.
The strength and unique features of our study are that we investigated the relationship between these two diseases based on angiography of the carotid artery during the recording of coronary angiograms. This method has several advantages over carotid ultrasound. First, DSA has higher accuracy than ultrasound in detecting CAS. 9, 10 Second, ultrasound can only detect atherosclerosis located in a bifurcation lesion, whereas DSA can be used to obtain not only the bifurcation lesion but also information that can affect treatment options.
Considering the relationship between CAD and CAS, it is reasonable to consider the presence of CAS in patients with CAD. In addition, this strategy could be time-saving for pa- tients and reduce inconvenience with performing additional tests to evaluate CAS. Our center detected approximately 25% of asymptomatically significant CAS patients using this approach. Of these, 50 patients (12.7%) had more than 70% severe lesions. Further intervention, such as carotid stenting or endarterectomy, was considered after cooperation with the neurologist. We also took into consideration the patient's condition. Overall, carotid stenting was performed in 15 patients (30%). During the follow-up period, six patients with CAS developed stroke, three of whom with severe CAS were recommended for carotid stent implantation but refused.
In our study, CAS was associated with older age, a higher prevalence of multi-vessel CAD, hypertension, diabetes, and CKD. In addition, HDL-cholesterol levels were lower and hs-CRP levels were higher in CAS patients than in the non-CAS group. Possible explanations for these observations are as follows: 1) Patients with diabetes, hypertension, and low HDLcholesterol may develop systemic atherosclerosis due to limited glycemic control, altered shear stress, and/or an impaired cholesterol reuptake mechanism. 2) hs-CRP may enhance the instability of plaques to induce plaque rupture. 3) Patients with multi-vessel artery lesions may be more vulnerable to plaque rupture, which increases the risk for overt atherosclerotic disease. In multivariate analyses, the presence of CAS was associated with older age, sex, hypertension, and diabetes. In addition, multi-vessel disease showed a three-fold incidence of CAS, and the presence of CAS was identified as an independent risk factor for MACCEs. Thus, patients with multiple underlying diseases or multi-vessel disease should be carefully evaluated for CAS. There were some limitations to this study. First, because our study was a nonrandomized, observational study, selection bias and unmeasured confounding factors could not be eliminated. Second, as a single-center study, patients in our study may not reflect the general population of a large region, and the small sample size may have weakened the statistical power. Patients enrolled by two interventionists were consecutive during the index period; however, there was a possibility of selection bias because we did not target all of the patients in our center. Third, the fact initial screening carotid artery DSA was only one projection, which could lead to underestimation of the arteries that have asymmetrical eccentric stenosis. Fourth, concurrent coronary and carotid angiography leads increased consumption of contrast dye, fluoroscopy time, and increases the probability of contrast induced nephropathy.
In conclusion, asymptomatic CAS was found in up to 25% of patients with CAD. The presence of CAS in patients with CAD was associated with a higher rate of MACCEs. Therefore, the detection of CAS by carotid angiography during CAG may be important for risk stratification of these patients, particularly those with multi-vessel disease.
